Appendicitis. by Deaver, John B.
is practically the only viscus which remains the ex-
clusive property of the physician, and I am not so sure
that even this organ will soon be attacked and we may
hear of suturing mitral valves." Of a truth, this organ
has been invaded by the surgeon. Neither the physician
nor the surgeon can afford to confine himself alone to
his specialistic studies; there should be held more fre-
quent meetings on a common platform for the discussion
of certain subjects or phases of topics of mutual inter-
est; and consultations in the operating theater and at
the bedside, as well as combined medical and surgical
clinics in the arena for the benefit and instruction of
students are urgently demanded. Truth and fairness
compel the admission that the zealous surgeon is some-
times more to be honored, possibly even rewarded, for
what he attempts than for what he actually achieves.
Without wishing to detract from the merits of our sur-
gical confrères, the medical practitioner is compelled
to witness or learns of surgical operations having beenperformed which would most probably not have been
executed had the operator first consulted with a pro-
gressive clinician. Conversely, the physician would grow
less conservative as the result of more frequent con-
sultations between himself and surgeons—a consumma-
tion to be desired. The thyroid gland has been extirpated
in toto for exophthalmic goiter with resulting myxe-
dema ; cholecystotomy has been performed too commonly
for supposed cholelithiasis where gall-stones were not
in evidence after opening the abdominal cavity. These
conditions, and numerous others that could be cited,
should be carefully and thoroughly studied by both phy-
sician and surgeon, prior to operating, in order to deter-
mine precisely the nature of the affection in the case
and the indications for treatment, medical and surgical.
If this suggestion be not more generally adopted in the
future than in the recent past, there remains but a
single course open to the medical man, namely, to enter
the domain of surgery.
In short, somehow or other, the medical man and the
surgeon should be brought into closer, truer and more
intimate relations with one another along certain definite
lines, in the growing border lands, so to speak, between
internal medicine and surgery. This is essential to the
attainment of the true dignity, the comprehensive scope
and beneficent intent of the medical profession. The
morbid processes that we term medical diseases are not
entities, and this is equally true of surgical conditions
and affections; and success in the matter of their treat-
ment demands, in many case, the combined efforts of
the physician and the surgeon. Analogously, while each
section of the American Medical Association has,
for the most part, a distinct function (and while the
best work may be done by the special local and national
societies), yet the judicious affiliation of those sections
having interests in common is indispensable to the real-
ization of the full measure of our strength and ourinfluence as a national organization. No greater stride
toward the attainment and maintenance of our true posi-tion, toward promoting professional achievement and
welfare or strengthening the pillars of the Association
could be taken than by a closer, truer union wherevei
the strands of mutual interest of the different sections
are inseparably interwoven.
Finally, if the American Medical Association
hopes to be one of the great powers of the country, it is
of grave importance that the proposed reorganization
scheme be promptly effected and that due effort be made
to establish and maintain proper respect and forbear-
anee between the various sections, to the end that they
may work in perfect harmony with one another.I have attempted to point out a few lines on which
our organizational and professional progress must be
conducted. If I have seemed to lay too much emphasis
upon the interdependence of certain sections of theAssociation and insufficient stress upon scientific in-
vestigation and data as the one sure means to a desired
end, I would say in extenuation that the apparent omis-
sion is to be ascribed to the restrictive custom as to the
time for a chairman's address. On the contrary, in the
special work of this section, or any of the others, contri-
butions based on original obesrvation and research must,in the future as in the past, constitute the choicest fruit-
age. Looking to the attainment of these higher results,permit me to suggest, in concluding, that an earnest
effort should be made to enroll on the escutcheon of our
Section all the master spirits in America, all who are
bound together by the common tie of special research
and observation in the broad field of internal medicine.
APPENDICITIS.
JOHN B. DEAVER, M.D.
PHILADELPHIA.
In addressing the medical section at this meeting,I acknowledge to a feeling of great satisfaction, for
though my subject is a surgical one, I can come before
you without hesitation, since no one has such power toincrease the application of surgery as the general prac-
titioner\p=m-\not by diagnosis alone, but even more by a
proper comprehension of these morbid conditions most
commonly seen by the surgeon.I shall make a few remarks on appendicitis, and
though to some of you this may seem a topic sufficientlydiscussed, yet many false ideas still cling to it, and eachday convinces me of the necessity of threshing out the
matter until the priceless grains of truth remain.The appendix is probably the most vulnerable of the
abdominal organs, and this from several causes: 1.
It is a structure in the process of retrograde metamor-phosis; it is deficient in blood, nerve and lymphatic
supply; it is long and its caliber is small, hence its
drainage is easily interfered with; and lastly it is sub-jected to traumatism by the movements of the psoas
muscle, on which it usually lies. From this, then, ifis apparent that the appendix may easily become a verytarget for the destructive micro-organisms—normallypresent in its lumen—where from any cause these areincited into activity; and it is especially noteworthy that
a hollow, glandular organ remains intact only so long asthe production and evacuation of its secretion contin-
ues normally. When this function is deranged there
are serious results: 1, retention, stagnation and decom-position of the appendix contents; 2, pressure, leadingto impairment of the appendix wall; 3, and most im-portant, the bacteria, especially the colon bacilli, are
so increased in number and virulence that they are ableto penetrate the coats of the appendix and set up theirirritant processes in varying degrees. Such is, in brief,the pathogenesis of appendicitis—a complex process,essentially progressive in character.In conformity with clinic observation two rarieties
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of inflammation of the appendix are recognized, an acute
and a chronic ; and while a chronic appendicitis may be
the result of a previous acute process, yet it must notbe forgotten that appendicitis may also be chronic from
its inception. The following classification is suggested
as convenient and well founded. Acute appendicitis :t
1, catarrhal ; 2. interstitial ; 3, ulcerative ; 4, gangren-
ous. Chronic appendicitis : 1. catarrhal ; 2, interstitial ;
3, obliterating.
It must, however, be frankly admitted that we are not
always able to distinguish clinically the different patho-
logic varieties of appendicitis. Indeed, dissimilar
lesions may even present identical symptoms; nor do >
the clinical manifestations bear any suitable proportion
to the degree of involvement of the appendix.
These apparent inconsistencies are explained by the
fact that most symptoms are due to peritoneal inflam-
mation by extension, and nothing is more striking than
the diverse reaction of the peritoneum to the same
variety of inflammation as seen in different cases. In
addition, the inflammatory phenomena are dependent on
the situation and extent of the lesion, the rapidity of
its progress and the changes induced by possible previ-
ous inflammation. The majority of appendical inflam-
mations are chronic in nature; and many of the so-
called acute cases represent exacerbations, a relighting
of a quiescent focus, whose unsuspected presence an
accurate history, I am sure, would often indicate.
It is not rare to have demonstrated in an individual
the whole pathology of appendicitis, as when a chronic
catarrhal appendicitis develops interstitial changes,ulcer-
ates, becomes gangrenous and perforated, and is par-
tially liquefied in an abscess; in chronic eases this se-
quence is common after months and years. But in the
acute cases these same destructive effects are the rule,
and take place with extraordinary rapidity, only re-
quiring ten to twelve hours for the formation of a con-
siderable pus collection or purulent peritonitis as
adhesions determine. As in other diseases, so in this,
nature makes an attempt at conservative resistance by
adhesions to localize the inflammation and resulting
abscess.
But I have never seen much good from these efforts
of nature to cure ; for the abscess itself, by its tendency
to infect the peritoneum, is a grave menace, and even
if the abscess ruptures into a hollow viscus, like the
intestine or bladder, the situation is not much better.
In this connection it seems advisable to refer to a
variety of appendical inflammation which, not dangerousin itself, has been the indirect cause of innumerable
deaths; I refer to obliterating appendicitis. Complete
obliteration of the lumen of the appendix is the familiar
standby of many general practitioners, but it is a will-o'-
wisp; it does occur, I admit, but so rarely as to be
practically non-existent, and in several thousand ab-
dominal operations I have seen it scarcely a dozen times.
The relation to treatment is obvious.
This, then, is a short sketch of certain features of the
pathology of appendicitis, and two points in it I espe-
cially emphasize: 1. The practical non-existence of any
form of inflammation which by obliterating its lumen
renders the appendix harmless. 2. The appalling rapid-
ity and suddenness with which the appendix may sufferbacterial invasion and necrotic degeneration with re-
sulting general peritonitis. Forget, if you will, all
other surgical pathology, but remember those two facts :
upon them is based proper treatment and the justice
of claiming appendicitis as a purely surgical affection.
and whoever doubts their truth, him I invite to be
present at my operations until conviction is forced upon
him.
I shall not detail the more minute changes; our pa-
tients require pathologists for the living rather thanpathologists for the dead—if I may use these terms;
they need diagnosticians of disease by the bedside in-
finitely more than recognizers of morbid tissue at the
laboratory.
It is the diagnosis, then, which is of supreme impor-
tance; and this ordinarily is not difficult. But first let
me utter one word of caution : No frequent disease
presents its signs and symptoms in such varied form and
locality as appendicitis ; make it a rule, therefore, in all
abdominal cases to first exclude appendical irritation,because careful examination will often reveal as due
to it affections otherwise apt to be classed as "entero-
colitis," "acute dyspepsia." "cholera morbus," "bilious-
ness," etc.
In all inflammations of the appendix, not entirely
chronic, there are three "cardinal symptoms," viz., pain,
tenderness, and rigidity; and of these pain is. in every
variety, by all odds the most significant, so much so thatI regard with suspicion every clinical history with a
"bellyache," inflammation of the bowel, neuralgia of the
stomach, and affections given in similar terms. But the
pain of appendicitis has certain characteristics : above
all it is paroxysmal, cramp-like and colicky, and may
at intervals almost disappear. As to its locality, it is
usually first referred to the umbilical and epigastric
regions, becoming localized in the right iliac fossa only
after the lapse of several hours, and that not in all
cases. It is upon this point that egregious errors have
been committed, so many of which I have seen that I
should like to have emblazoned upon every house-topthis sentence : The pain of appendicitis is neither always
nor necessarily referred to McBurney's point; and pain
elsewhere by no means excludes appendical inflamma-
tion. And if you ask me the reason, I have merely to call
your attention to the variability in position of the ap-pendix, the different parts of it affected, and the diverse
involvement of the sympathetic nerve plexuses, to make
my remark appreciated. For instance, pain and tender-
ness on the left side are commonly noted, and indicate
that the appendix points south—rarely east—and occu-pies the pelvis ; in such cases vesical symptoms are
common and occasionally the pain is referred along the
course of the spermatic cord, and may even cause retrac-
tion of the testicle, as in kidney-stone.
If the appendix is behind the cecum and points northpain may be referred to the back, to the kidney or to theliver, and it is then that skilful examination is needed
to elicit, by palpation, the tenderness complained of
subjectively. Too often have I seen in consultation,practitioners, after a few ill-directed punches, assert the
absence of abdominal tenderness, when careful, deeppalpation revealed a small, but exquisitely painful spotin the loin, pathognomonic of appendical disease. Infact, many a doctor, despite sufficient experience, neverlearns the art of palpation, since lightness of touch andknowledge of what to find are wanting, and thus many
appendicitis cases are overlooked.
Examine first away from the seat of disease, and
slowly and gently approach the tender area. A local-
ized spot of extreme tenderness is probably the surest
indication of pus formation ; conversely, abrupt cessa-
tion of such pain is apt to denote complete gangrenous
change and paralysis of the peripheral nerve filaments
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by toxin absorption. In addition to tenderness, palpa-
tion determines the presence and degree of rigidity.
This is usually well marked and most intense over the
inflamed appendix, but sometimes the rigidity of the
entire abdominal wall is such as to preclude the possi-
bility of local examination. Other symptoms of ap-
pendicitis—vomiting, diarrhea, constipation, etc.— I
«hall not consider, except to say that in appendicitis
the temperature record is utterly untrustworthy and
gives no reliable data in regard to pus, which, if encap-
sulated, may develop quite as well with a normal tem-
perature as with an elevated one. Nor do I depend to
any extent on blood examinations; a leucocytosis of
over 20,000 usually indicates pus, unless either shut
off by adhesions or the individual is overwhelmed by
septic absorption. In fact, in appendicitis I have never
learned by laboratory methods what was not as surely
obtainable at the bedside.
I shall merely refer to the differential diagnosis of
appendicitis. In men it is concerned especially with
affections of the kidney and gall-bladder—calculi for
the most part—while in women uterine and ovarian
disorders are added. Occasionally the diagnosis is dif-
ficult, but in the vast majority of cases an accurate
history, careful palpation and a due regard for the
three cardinal symptoms—pain, tenderness and rigidity
—readily suffice to distinguish appendicitis from other
diseases.
It may be well to allude to the similarity between
typhoid and appendicitis when both are in the early
stages, and despite the Widal test such cases require
much consideration. The slow onset, headache, tem-
perature record, and epistaxis point to typhoid; while
in appendicitis the local manifestations are usually more
marked. As I have said the symptoms of appendicitis
are seldom in proportion to the appendix lesions; let it
suffice therefore to diagnose early the inflammatory
involvement, which is of itself proper enough indica-
tion for rational treatment ; and if you ask me what this
is to be, I answer: There is but one treatment for
appendicitis, viz., the aseptic scalpel of the surgeon, and
it should be called upon as promptly as the diagnosis is
made.
,
I know that some will recall cases apparently cured
without surgical interference, and I recall them too,
for in my experience they were on the operating-table
with gangrenous appendicitis and abdomens full of pus,the saddest sights in surgical practice; for the first at-
tack of inflammation creates a locus minoris resistentiœ
for the later development of bacterial destruction.
Clinical experience, unbiased judgment, therapeuticsitself teach the absolute inefficiency of drugs to control
or even affect a progressively inflaming appendix, andin the face of these facts medical powerlessness becomesby delay medical dawdling; and when, in appendix-
cases. I encounter pus, developed in an acute exacerba-
tion after an interval of supposed safety, I realize that
some one has blundered—either the physician, in notinsisting on operation, or the patient in refusing it.In such instances allowing pus to be present is almost a
crime, so easily averted is it by an early operation initself practically without mortality. In fact I regard
the medical treatment of appendicitis as high-grade
"Christian Science."
As for the intervals after an acute attack, I consider
them as absolute indications for operation. How oftenhas a flourishing life been blighted by blind confidencein their permanence ; how often are they but the incep-
tion of that quiescent repose that ends in the eternal
rest of the grave !
The very history of appendicitis shows the necessity
and growing appreciation of early surgical interference,
and it is this practice which I both have and shall
continue to reinforce with all my strength. It is theduty of our profession not to be scientific merely, not tobe experimental alone, but to be life-saving, and this is
the especial province of early operation in appendicitis.
DISCUSSION.
Dr. DeLancey Rochester, of Buffalo—I want to say a word
from the standpoint of the physician. I agree entirely with
all that Dr. Deaver has said, so far as I heard. I regret that
I did not hear his remarks concerning the morbid anatomy and
symptomatology of the disease. I only wish to add one or two
words upon the subject of diagnosis and treatment. 1 want
to make a strong pica for the value of the blood count in the
diagnosis of these conditions during the acute inflammatory
state and, particularly, during pus development. I have in
mind several cases in which the blood count was of great value
in determining purulent inflammations. I was called in to see
one case during the absence of the attending physician. 1 was
informed that the case was not one for operation, that an op
eration was not indicated on account of the weak condition of
the patient. There was abdominal tenderness which was dif-
fused generally through the pelvis, more particularly in the
region of the appendix, and very markedly tender at Mc-
Burney's point; there was no tenderness above that point.
This tenderness had existed for some time. The family was
decidedly opposed to operative interference. Finally, a blood
count was made and we found 56,000 leucocytes in a cubic mil-
limeter; 1 then tojd them that an operation should be per-
formed. In order to be certain several counts were made in suc-
cession, and the number of leucocytes never went below 15,000.
An interesting point in reference to the blood count was that the
leucocytosis varied with the temperature; with an elevation of
temperature there was an increase in the leucocytes and vice
versa. An operation was performed and an appendicitis was
found to be present bvit complicated with disease of the ovaries.
1 think that, in this case, the blood count was of value in that
it made me insist upon an operation. Dr. Deaver has stated
that we may mistake disease of the gall-bladder for disease of
the appendix; that they may he mistaken for each other. 1
wish to relate a ease, occurring in the practice of Dr. Stockton,
which I saw with him on several occasions. A young woman
entered the hospital who had great pain and tenderness over
the whole of the right side of the abdomen. The diagnosis made
was that she was suffering from gall-stones. A blood count
was made, a leucocytosis was found to be present, and it was
thought that she had a purulent inflammation of the gall-
bladder. An operation was performed, the gall-bladder was
opened and pus and gall-stones were found. The patient im-
proved for twelve hours and died within twenty-four hours. At
the autopsy it was found that gall-stones had perforated the
appendix, and that the patient had died from appendicitis in
connection with the gall-bladder trouble.
As regards the treatment 1 believe that the aseptic scalpel
is the only one for appendicitis in cases where it can be used.
Dr. J. V. Kelly, of Philadelphia—I think that, after the
first twenty-four hours, a medical man should not attempt to
treat a ease of this disease. I have never regretted sending forDr. Deaver, but have regretted not having sent for him early
enough.
Dr. Frank D. Smythe, Memphis. Tenn.—I am prepared to
agree with Dr. Deaver in toto. My experience in the manage-
ment of appendicitis bears out the truth of every point he has
made. Appendicitis is essentially a surgical disease; and a
physician essaying to treat a case of appendicitis without the
aid of a surgical colleague should possess considerable diag-
nostic skill in order that the proper time for operation could
be determined. If the diagnosis were made early and the pa-tient subjected to immediate operation you would lose none of
your cases of appendicitis. The operation should be performed1
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before the appendix becomes the site of an abscess and before
the peritoneum shall have been invaded. At this time the
operation can be performed quickly and safely and without risk
of contamination of tue peritoneum. The operation is a per-
fectly safe one in the hands of a skilful surgeon—practically
without risk if performed promptly after its early recognition.
I have never lost a case of appendicitis when operated upon
during the first day of attack. In this disease all cases should
be subjected to immediate operation if recognized at the onset
and seen by a competent surgeon. During the past year 1
have operated upon ten cases of septic lymphangitis and peri-
tonitis following gangrenous appendicitis after perforation with
100 per cent, mortality. In none of these cases did 1 enter-
tain any hope of recovery. I do not believe that a case of
general septic peritonitis can be saved with or without an
operation ; I have never seen a case of this character reported
as cured, and certainly have seen nothing of the kind in my
practice.
No man can say how a given case of appendicitis will ter-
minate, regardless of the mildness of the symptoms, if treated
medically. It is impossible to predict what twenty-four hours
will bring forth.
The mortality of appendicitis depends upon where the ap-
pendix points in the event of rupture, and not in the least upon
the plan of campaign pursued if managed medically. Dr.
Deaver has just said that the medical treatment of appendicitis
is nothing more nor less than high-grade "Christian science,"and
that the only legitimate way of treating appendicitis is with
the aseptic scalpel in the hands of a conscientious and skilful
surgeon. I agree with the essayist in every particular.
Dr. J. A. Witherspoon, of Nashville, Tenn.—I have lis-
tened with pleasure to the remarks made by Dr. Deaver and my
confidence in him has never slackened since lie was my teacher.
I rise to-day to say that if the medical treatment of appendi-
citis is to be according to the belief of the "Christian scientists,"
then the man who has a little pain in his belly, with a little
temperature anet with very few physical signs, who submits
himself to operation, that man is as brave as Julius Caesar and
has the faith of a Daniel. Now, gentlemen, we, as general
practitioners, must realize that appendicitis is both a medical
and a surgical disease. There are many cases that are mainly
surgical. There arc many cases of appendicitis that you and
I have seen get well from the medical treatment, by placing
the patient in beel, at once stopping all nourishment, applying
ice-bags over the appendieular region, keeping the patient per-fectly quiet, and using rectal enemas; with such treatment 1
can see no reason why many attacks of appendicitis will not
end in recovery. Take the experience of my friend from Mem-
phis who has just addressed you; he has lost 10 cases from
operation. How many have lost 10 cases without operation?
I believe that the proper course to pursue in these cases
is to let the physician and surgeon go hand in hand; let
the surgeon be urged to meet the emergency of perforation
or of the abscess. These cases should be carried through the
acute attack and. if an operation is demanded, let it be done
during the interval. Eighty per cent, of the cases of appendi-
citis get well without the knife. But, if we can have such a
skilled man as Dr. Deaver with us, he may save every case if
seen in the primary stage, but we are not all of us fortunate
enough to be able to call in Dr. Deaver, or as skilful a man,
and every scalpel is not aseptic. We all know that in the
smaller places if such extreme views prevail and men often in-
competent undertake this operation that many lives will be
sacrificed on the altar of fanatical surgery.
Dr. Boardmak Reed, of Philadelphia—I agree with Dr.
Deaver in the main, but I can not agree that at all times and in
all places the aseptic knife is the only remedy in appendicitis.
I agree, however, that in large cities, in hospitals with their
skilled abdominal surgeons, with trained nurses, and all the
paraphernalia and conveniences for clean and good work, that
an operation performed on the first day. and perhaps on the
second day, would be the most conservative; but. if in the
country far from any hospital, from skilled surgeons and
trained nurses, etc., I believe that we must then think of
other remedies besides the knife. If one can not get a trained
surgeon and if the case has gone on to the third day I think
it is sometimes safer to treat the case conservatively by rest,
poultices and starvation and help perhaps from laxatives, cal-
omel, or opium, than to resort to surgery.
I wish to say a word in regard to the chronic cases of appen-
dicitis. Here the main thing is to prevent. It is a well-
known fact that most of these cases do not arise from concre-
tions, or seeds, as was once thought, but from an extension of
a catarrhal process involving the colon, chronic, insidious and
often unrecognized. I think the symptoms that precede chronic
appendicitis aie not frequently enough recognized, 'they nearly
always include, vaguely, impaired health, constipation or diar-
rhea, anemia, a lowering of the strength, general malaise,
etc., symptoms which give a warning that something is wrong.
The patient then does not need so much a surgeon as he does a
skilled clinician, one skilled in palpation, skilled in recognizing
the early signs which tend to cause catarrh of the appendix.
Besides recognizing the catarrhal condition in the bowels, be-
sides palpation and recognizing the tender spots over the in-
volved portions of the intestine, a more rigid condition of the
muscles on the right side of the abdomen can usually be made
out and there are also signs to be discovered in the urine which
will aid us in making a diagnosis if in doubt, i. e., the pres-
ence generally of indican or the aromatic sulphates, or both,
together with an increased total acidity of the- urine.
Db. I. N. Love, of New York City—We all know what the
position of Dr. Deaver has been and that it is a definite one;
we all know the position he has held for a long time. We also
know the position held by Robert T. Morris, and other experts,
from a surgical standpoint. If we who are specialists in internal
medicine study the question carefully, we must study it from
both the standpoint of medicine and surgery. We must study
not the theory but the conditions confronting us. Every case
is a law unto itself. In every suspected case of appendicitis it
is highly important that a competent physician, a good diag-
nostician, be called in early. We all know that every case of
cholera morbus, every case of catarrh of the bowels, every case
of ptomain poisoning, or suspected typhoid fever, every case
of abdominal disturbance in fact is a possible case of appen-
dicitis in disguise. Speaking of symptoms, whenever I have
been called to see a case giving evidences of the disease along
these lines I have observed that rigidity of the right side of the
abdomen is a fairly positive symptom. Nature is placing a
splint upon the disturbed bowel by making rigid the abdominal
wall. Tenderness at a given point goes without saying. If the
irritation be discovered early enough we usually assist Nature
by emptying the canal and placing the patient at once at rest,
starving them, placing an ice-bag over the seat of the trouble
and then have an ideal surgeon constantly in attendance, ready
to meet any emergency that may arise. If no emergency arises
then we should continue to treat the patient along the lines in-
dicated, and an operation can be done at our pleasure. In my
own judgment operation should be done through fear of recur-
rences, although a patient may escape such recurrences. It
the conditions are ideal, and if Deaver, Morris, Price, or other
well-known abdominal surgeons could be had, even if it was
at the country crossroads, I think an operation may be done;
but in an average case of appendicitis I would trust to quiet,diet, starvation, ice-bags, and time.
Dr. William Bailey-, of Louisville, Ky.—From the stand-
point of the general practitioner, I heartily approve of all con-
tained in the paper read by Dr. Deaver. In doubtful cases I am
always ready to have an exploratory incision made for the
purpose of clearing up the diagnosis. I have no confidence at
all in the medical treatment of this disease. I make this re-
mark in the face of the fact that many eases do recover without
operation ; so far as I know, they did not recover through any
virtue of the treatment employed. I ean recall eases of ap-
pendicitis that were not operated upon, that have gone for
more than forty years without recurrences of the attack; but
I have seen so many that did not come on after any catarrhal
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condition but as a thunderbolt in a clear sky and in twenty-
four hours were in an inoperable condition. In cases of eloubt
as to diagnosis I am always ready for the surgeon to make
an exploratory incision. I do not believe that such an incision
is a factor at all in the cause of death in such cases. I doubt
very much the reports made in the papers that the patients died
from the surgical operation; they died from disease which
surgery was not able to relieve. 1 do not believe that any case,
no matter what the conditions are, can be operated upon too
soon, and I doubt if it is ever too late for operation.
Dr. C. W. Lillie, of East St. Louis, 111.—To illustrate how
rapidly an apparently latent case of appendicitis may develop,
I wish to relate one in which I have been particularly inter-
ested, occurring in my only son. This young man, 21 years
of age, robust, hearty, a football player and a general athlete,
appeared all right at noon, but one-half an hour later, during
my absence, he was taken with severe pain in the abdomen,
which at once showed the place of development of a hernial
tumor; my attention was called to that when I returned one-
half an hour later. 1 was not aware that the young man ever
had a hernia. When my attention was first called to it signs
of collapse threatened and I feared that the young man
would die from some cause apparently unaccountable to me. I
had him taken to the Jefferson hospital in an ambulance.
While in the ambulance on the way to the hospital the tumor
entirely subsided and the pain disappeared, so that on arrival
at the hospital he walked up one flight of stairs to his room,
and operation was deferred until the day following. Twenty-
four hours after the first advent of pain he was operated upon
by Dr. Waldo Briggs, who found that he had to deal with about
5 inches of the ascending colon which was gangrenous, and
that 4 or 5 inches more of it was in such a congested condi-
tion that at least 8 inches must be resected; fully 5 inches
of the ileum was also in a partially necrotic condition and the
entire 13 inches of the intestine was removed. The appendix
had sloughed off in nearly its entire length. Resection of the
bowel was done, the ileum and the colon were joined by the
Murphy button and the patient made a good recovery. The
points of particular interest in this case were the suddenness
with which the alarming symptoms came on and the compli-
cation of a hernia which alone was believed to be the real
trouble. As a result of this I am of the opinion that we should
never allow our cases to go too long without operation. Since
the occurrence of this case 1 have had another which happened
in a hearty young man; within a few hours after its develop-
ment an operation was done and there was found a gangrenous
condition which with a few hours more delay would have ne-
cessitated an almost similar operation.
Dr. H. S. McConnel, of New Brighton, Pa.-—It seems to me
that we are not recognizing the fact that there are two treat-
ments of appendicitis, the medical and the surgical; ,vhen the
general practitioner is called to see a ease he considers it a
medical case, but for him to treat every case of pain in the
abdomen as one of appendicitis I think is a great mistake. 1
think it is his duty to treat every case of pain in the abdomen
unless he is positive that he has a case of appendicitis to
deal with. One should bear in mind that there is not always
a rigidity of the rectus muscle nor pain in the right side, for
often they are on the left side of the abdomen. There is no
doubt in my mind but that a severe case of appendicitis should
be operated upon so soon as diagnosed. I have seen men come
here who preached that we should wait twenty-four nours be-
fore resorting to operative interference; but I think that if
the patients were treated, as they should be, with :ce, saline
solutions, etc., we will not make many mistakes.
Dr. Frank Warner, of Columbus, Ohio—I believe that there
is but one time to operate in cases of appendicitis, and that
is when the diagnosis is made, and the best way to make that
diagnosis is by the presence of pain, tenderness and rigidity
over the region of the appendix. Whenever these symptoms
have arisen I must take issue with Dr. Love when he makes
the statement that "then an operation can be done at our pleas-
ure." Again, I do not approve of the method referred to by the
gentlemen who preceded me. that we should wait awhile. After
the diagnosis is made 1 think we would make an egregious error
if we did not proceed at once to operation for the reason that
we do not know what one of these cases will develop a gan-
grenous appendix. After diagnosing a case, if you wait even
over night either your operation is a useless one or else you
have added greatly to the danger, it has been stated that we
can not all secure the services of the greatest surgeons to oper-
ate for us; I think that any man, with a moderate degree of
ability, is capable of doing this operation and with less danger
to his patient than if he either waited for the presence of a
great surgeon who is long in reaching the patient, or resorted to
medical treatment. With pain, tenderness and rigidity present,
and the diagnosis settled, we should decide at once to operate,
and I do not believe in wasting time because every day added
to the postponement of the operation adds to its death-rate.
Dr. A. F. House, of Cleveland, Ohio—If there is any general
practitioner in the room who will point out to me how to
discriminate between the so-called medical eases anel those that
are surgical, I will be greatly obliged to him. In my experi-
ence with these so-called medical cases of mild degree, after a
certain time, may come an explosion, as it were, and the case
becomes a fulminant one, and the patient died; I have never
yet seen a case that terminated fatally from too early an
operation, while I have seen many cases that have died because
they were operated on too late. I am glad to be able to support
the opinions expressed by the essayist.
Dr. Wm. M. Findley, Altoona, Pa.—I rise simply in the
interest of the 20 per cent. You that were present at At-
lantic City last year heard an able discussion on appendicitis
and you remember that Dr. Senn made the statement that 80
per cent, of the cases recovered without operation. I rise in
the interest of the 20 per cent. Personally, I would not like
to be one of that 20 per cent. 1 do not believe that the medical
profession need have 20 per cent, of deaths from this dis-
ease. The records of gentlemen who are not connected with
hospitals and who operate in the homes and hovels in the
country give a better record than 20 per cent, of deaths when
the operation is performed early, at the time the diagnosis was
made. I have recently heard it stated here that operations areperformed upon cases of appendicitis thirty-six hours after
the diagnosis is made, and this, too, in the cities. I certainlybelieve that, in the cities where there are hundreds of surgeons,that these cases should be operated upon at once. In the little
town where I live the death-rate during this past year was
about one per cent, where the cases were operated upon withintwenty-four hours; but, after thirty-six hours, I do not think
such a good result can be obtained. I sincerely hope that the
medical men of the United States will get away from that20 per cent, death-rate in appendicitis.
Dr. George F. Jenkins, of Keokuk, Iowa—There are cases
of appendicitis that should not be operated upon, and I thinkit is absolutely wrong to operate upon every case so soon as
the diagnosis is made. If the treatment is carried out in cer-
tain lines—rest, salines, ice-bags, etc.—and if the treatment
is commenced early enough you will not be compelled to resortto operation in all cases. Operation is always indicated when
suppuration occurs. Dr. Deaver says that no physician canforetell the danger in any case, and hence he would not take
the responsibility of treating even a mild ease unless permitted
to operate immediately. Does he say to the patient: Thereis no danger in operating, I will certainly cure you? No; heis still unwilling to take the responsibility, but says: If you
will take the risk, I will do the cutting. Every case should be
treated either medically or surgically, according to indicationspresent. Responsibility rests equally upon the physician,
whether he chooses to operate or not to operate.
I claim that we should always treat the man who has pneu-
monia, not simply treat the pneumonia, and I insist that, forthe same reason, we should always treat the individual case of
appendicitis, and not simply treat appendicitis. Routinism is
as reprehensible in surgery as it is in medicine, and henceI am opposed to cutting in every ease of appendicitis.
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Dr. J. M. Spelman, of Anaconda, Montana—I desire to say
a few words because 1 find that the gentlemen who live in the
Ohio and Mississippi valleys find it difficult to secure a skilful
>urgeon. In Montana it is impossible to get Dr. Deaver, or
any other noted surgeon out there; it is impossible to do
anything but take right holel of these cases yourself and, 1
promise you, we do it. We find no difficulty in performing
operations for appendicitis, but we do find difficulty in treating
them on medical lines. It seems to me that the discussion
that arises year after year in the American Medical Association
does us more harm than good, because it often has been the
cause of delay in cases that required immediate operation; the
idea has become prevalent among the people that operation
should not be performed at once and so they will not allow it
sufficiently early. I feel that this operation is as much an
emergency operation as tracheotomy or herniotomy as we were
formerly impressed and that every good practitioner should
know its technique.
Dr. W. H. Christie, of Omaha, Neb.—As a general practi-
tioner, I wish to speak briefly. Gambling, whether done as a
private individual or as a professional man, is a bad business
so far as the pocket-book is concerned in the former and one's
standing in the community in the latter. These patients that
died from the operation when it was performed in the latter
stages might have lived if they hau been operated upon at an
opportune moment. Waiting before operating is gambling with
human life. We can not tell, nobody can tell, what is going
to happen when the appendix becomes diseased. Therefore, 1
do not believe in gambling with human life; we should urge
operation immediately, as soon as the diagnosis has been made.
Dr. John B. Deaver, of Philadelphia (closing the discus-
sion)—So far as the value of the blood count is concerned I do
not question it, not for one moment; but, where there are no
facilities for such work, and where time is necessary in order
to profit by such an examination, causing delay, then I am op-
posed to it; the patient's welfare will not admit such a delay.
I can not agree with all that has been said relative to the
medical treatment of appendicitis. In cases that have re-
covered from an attack I believe that it is wiser to operate be-
tween attacks than to wait till another attack is ushered in;
operate in the interval. 1 do not believe that there is a
man living who can tell whether A., B. or C. can recover.
I maintain that it is all right for a surgeon, if properly
trained and an anatomist, with experience and common sense,
and with the facilities for operating, to operate so soon as the
diagnosis of appendicitis has been made. I also maintain that
the surgeon is better able to read the conditions inside the
belly than a medical man.
I wish to congratulate Dr. Bailey; with his silver locks,
he can teach all of you ; I admire a man at his time of life who
is abreast of the times, and I pray that we may have him with
us for many years to promulgate views such as he has to-day,
which must accomplish much good.
PRELIMINARY WORK.
EUGENE S. TALBOT, M.D., D.D.S.
CHICAGO.
Many years ago it occurred to me that physicians
could follow generally with advantage both in pathology
and physiology the example of neurology and study thehuman body from the standpoint of both its embryonic
and post-uterine evolution and from the standpoint ofits degeneracy as well. It was long recognized thathealth simply constituted a balance and that disease
meant the destruction of this balance with resulting
undue predominance of some healthy function and the
undue depression of others. Practically the same rule
is followed by the chemist who controls his analytic
Read in the Section on Stomatology, at the Fifty-second Annual
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experiments by his synthetic, and vice versa. Physicians
and dentists generally in studying man as an entity,
view the differences between the normal and the
abnormal as of kind and not of degree. To avoid this
error, I have studied the degenerate phases of man
from the standpoints of etiology, physiology, and lastly
and most important from the standpoint of embryology
and post-uterine development periods. The result of
these studies has been the general discussion of degen-
eracy as a phase of evolution, in "Degeneracy : Its Signs,
Causes and Results." published in London in 1898. The
local degeneracies either as an expression of general ad-
vance or its reverse have been outlined in my works
upon "The Etiology of Osseous Deformities of the Head.
Face, Jaws and Teeth ;" "Irregularities of the Teeth and
Interstitial Gingivitis or so-called Pyorrhea Alveolaris ;"
"Degeneracy of the Alveolar Process." It is now my
intention to discuss one of the most important of local
degeneracies so far as dentistry is concerned : Degen-
eracy of the Pulp. Last winter I arranged with Chicago-dental surgeons that extracted teeth should be saved for
me. My assistant collected from their offices every
afternoon at 4 p.m. The teeth were then cracked open
at my office, the pulps removed and placed in Mtiller's
fluid and 1 per cent, formalin before 6 p.m. From
1958 teeth obtained, 1017 pulps were removed. Maero-
scopically the pulps were thus divisible : Normal, ex-
posed, inflamed and suppurating, mummified, calcified
and calculous; fungoid, with exostosed roots; loose teeth
abrasion; pulps destroyed with arsenic and deciduous
teeth pulps. Sound erupting third molars and bicus-
pids extracted in regulation had been placed in Miiller's
fluid ere they came under my observation.
In nearly every case the pulp could be lifted out of
its chamber so far as the apex of the root. In every
case, the root had to be crushed before the pulp couldbe detached. Pieces of the cementum almost invariably
adhered to the pulp, which required considerable force
to detach. The slight adherence of pulps to the chamber
was due to anatomic construction. This peculiar rela-
tion of the pulp to the walls of the canal becomes obvious
when attempts are made to remove it in single-rooted
teeth, after application of arsenic. The nerve broach
not infrequently carries the pulp with it in passage to-
ward the apex. The pulp often comes out in doubled-up
contracted mass. Sometimes it comes away in pieces,
and sometimes the pulp is not entirely detachable from
the end of the root. The claim that pulps immediately
removed from the teeth after extraction adhere to the
wall of the canal is not borne out by experience. If
nerve fibers radiated from the pulp and extended into
the dentine it would be impossible to remove the pulpfrom its chamber. The pulp, however, can not be re-
moved from the end of the root without breaking; it
therefore seems evident from a macroscopic standpoint
that nerve fibers as such do not enter the dentine. In
removing the pulp it always remained in toto on account
of the strong connective tissue.
A point of great interest in connection with pulp adhe-
sion to the root is that not only the degeneracy of the
pulp, but also of the tooth likewise. In development of
the tooth, calcification begins at the crown and extend-
toward the apex. Calcification takes place at the per-
iphery of the root and extends toward the center. A
marked opening results with a large primitive organ(the pulp) until the apex is reached, when it closes.
This closing often continues after the crown has erupted.
The foramen is almost completely closed. What was-
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